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Communication between health care professionals and Aboriginal patients is complicated by cultural differ¬ 
ences and the enduring effects of colonization. Health care providers need better training to meet the needs 
of Aboriginal patients and communities. We describe the development and outcomes of a community-driven 
service-learning program in which health professional students learn with, from, and about the community 
through brief immersion in summer camps put on by an Aboriginal agency to teach their own youth about 
their culture. Outcomes were assessed by semi-structured interviews with students and community members. 
Health profession students learn about important cultural differences, become more aware of their own val¬ 
ues, beliefs and stereotypes, and consider ways to overcome communication barriers that interfere with 
de\>eloping trust with Aboriginal patients. These outcomes are retained long-term and influence relationships 
with patients in practice as well as career paths. Students are seen by the community as good role models. 
The opportunity to educate university students enhances the community’s sense of pride in their culture. 


Introductory lessons for health professional stu¬ 
dents about Aboriginal peoples emphasize their poor 
health status and persistent health disparities, a pic¬ 
ture of ill health reinforced during clinical training. 
Although we need to attend to the disproportionate 
burden of ill health experienced by Aboriginal peo¬ 
ples, we must also help health profession students 
understand the contexts in which these disparities 
exist and better prepare them to work with Aboriginal 
patients and communities. Lack of understanding of 
how historical and socio-cultural contexts of 
Aboriginal people influence health care encounters 
can lead to poor communication and misunderstand¬ 
ings that jeopardize patient safety (Elliott & de 
Leeuw, 2009). A study of family medicine residents 
identified inadequate knowledge of Aboriginal cul¬ 
ture, lack of understanding of traditional medicine, 
feeling like an outsider, and difficulties they experi¬ 
ence with medical management of their patients’ 
problems as barriers, whereas having community- 
based experience was associated with a likeliness to 
work with Aboriginal people (Larson, Herx, 
Williamson, & Crowshoe, 2011). Most health pro¬ 
fession programs have few opportunities for interac¬ 
tions with the Aboriginal community outside clinical 
or academic settings. 

Cultural safety is an approach to cross-cultural 
education that has gained attention from health pro¬ 
fession educators. It originated as an educational 


model and pedagogy in New Zealand nursing educa¬ 
tion designed to redress health disparities as a 
response to the distrust experienced by Maori people 
in health care settings (Ramsden, 2002). The 
Indigenous Physicians Association of Canada- 
Association of Faculties of Medicine of Canada 
[IPAC-AFMC] Aboriginal Health Task Group subse¬ 
quently endorsed cultural safety as a means to imple¬ 
ment Aboriginal (First Nations, Inuit, Metis) core 
competencies for undergraduate medical education 
(IPAC-AFMC, 2009). A central tenet of cultural safe¬ 
ty is that health professionals need to be mindful of 
cultural differences that make each patient unique 
(Wepa, 2005). Each encounter with a patient is a 
unique bicultural (one person to one person) rela¬ 
tionship that requires professionals to understand 
how their own social conditioning (both personal and 
professional) affects them and their practice (Papps, 
2005). Cultural safety’s focus on professionals 
acquiring awareness of their own culture (values, 
beliefs, biases, and prejudices) makes it distinct from 
widely held ideas about cultural competence training 
in which the primary objective is to obtain knowl¬ 
edge about cultural practices of various ethnic 
groups. Cultural safety asserts that health profession¬ 
als need to examine their cultural selves through self- 
reflection that includes analysis of power inequalities 
between professional and patient (Papps & Ramsden, 
1996). To offset the power imbalance that favors the 
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health professional, cultural safety contends that 
responsibility to establish trust lies with the care 
provider and it is the patient who determines whether 
the encounter was culturally safe. 

The process to achieve cultural safety has been 
described as a step-wise progression from cultural 
awareness to cultural sensitivity and ultimately to cul¬ 
tural safety (Ramsden, 2002). Cultural awareness is a 
beginning step toward understanding that cultural dif¬ 
ferences exist and are influenced by the social, eco¬ 
nomic, and political contexts in which people live. 
Cultural sensitivity is a stage of legitimizing difference 
through self-exploration. Cultural safety is an educa¬ 
tional outcome that enables safe service to be defined 
by the patient. An example of how a patient might 
define culturally safe care is given in a study of com¬ 
munication difficulties between Aboriginal patients 
and their doctors (Towle, Godolphin, & Alexander, 
2006a) that identified the importance of the relation¬ 
ship between Aboriginal peoples’ history, the time 
given in the medical interview, and the extent to which 
a physician is trusted. The negative legacy of history 
(e.g., residential school experience) was a barrier to 
communication (and trust) that could be attenuated by 
the physician taking time to know the patient as an 
individual and member of their community. When 
asked what doctors should do to improve communica¬ 
tion, the Aboriginal informants said they needed to 
“understand the history of Aboriginal people of 
Canada and its effect on individuals and communi¬ 
ties,” “get to know the patient as an individual and as a 
member of their community,” and “allow the person to 
tell their story without interruption.” 

Kelly & Brown (2002) investigated the process of 
acculturation for non-native physicians working in 
First Nations communities and concluded it occurs 
over a 2-5 year time frame. Such a prolonged time in 
the community is impractical in most training pro¬ 
grams as a means to enhance cultural understanding. 
Shorter periods of cultural immersion (1-6 weeks) 
have been used in health profession education with 
favourable cultural safety outcomes in Maori com¬ 
munities in New Zealand (Dowell, Crampton & 
Parkin, 2001), an Indian Reservation in the United 
States (Kavanagh, 1998), and a Mayan village in 
Belize (Ekelman, Bello-Haas, Bazyk, & Bazyk, 
2003). However, these programs were part of credit- 
based elective or required coursework that immersed 
students in the community for 1-6 weeks. Given the 
limitations on students’ time and lack of space in the 
curriculum, we investigated whether similar benefits 
could be achieved with a shorter, extracurricular 
immersion program. We hypothesized that students 
might learn to develop culturally-appropriate rela¬ 
tionships with Aboriginal patients from an experi¬ 
ence in which the Aboriginal community acted as 


their teacher. Consultations with key informants 
from the community (mental health team leader, tra¬ 
ditional healer, agency director, Elder, program direc¬ 
tor) led to a plan to permit students to spend time in 
an Aboriginal community. Although an unconven¬ 
tional approach to service-learning, the idea of 
reversing the flow of expertise by creating opportuni¬ 
ties to learn in the community without necessarily 
providing service has recently been confirmed by 
Steimnan (2011). We describe the development of 
this community-led educational intervention and its 
outcomes as they relate to cultural safety. The study 
was guided by three questions: What did students 
learn? What was the learning process? What were the 
benefits to the community? Approval was granted by 
the University Research Ethics Board and a letter 
indicating support for the project was obtained from 
the First Nations-serving community agency. 

Methods 

Developing the Intervention 

A request for help to develop educational pro¬ 
grams for health profession students was emailed to 
contacts in Aboriginal communities within reason¬ 
able travel distance of the university. This led to 
meetings with a program supervisor for an 
Aboriginal child and family services agency of the 
Stodo Nation (First Nations people inhabiting the 
Fraser Valley of British Columbia), who agreed to 
host health profession students at summer camps for 
Aboriginal youth organized by her agency. Working 
in partnership with this agency, we developed a 
unique educational model in which students learn 
alongside the Aboriginal youth at the camps and 
experience the community as teacher. 

The summer camps, led by Elders, youth workers, 
and cultural leaders (community members with cultur¬ 
al knowledge and skills), are opportunities to experi¬ 
ence the lifestyles of the Stodo people, including 
aspects of the medicine wheel (spiritual, mental, phys¬ 
ical, and emotional) while learning about oneself and 
the larger First Nations community (Xyolhemeylh 
Health and Family Services, 2009). Camps are typi¬ 
cally held on the Chehalis Indian Reserve, in a 
Longhouse or outdoors. Four different camps are 
offered: family, youth, and two puberty camps. The 
purpose of the family camp is to share traditional 
teachings about family and parenting skills with 
Aboriginal families. The youth camp is a co-ed camp 
for 12-14 year olds that provides cultural teachings 
through traditional activities, sports, and games. The 
puberty camps are a coming of age celebration held 
separately for boys aged 12-19 and girls aged 10-16 to 
teach self-discipline, traditional responsibilities, and 
customs. Some of the youth participants are in foster 
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care with non-Aboriginal families where exposure to 
their cultural roots is limited. Each camp is three or 
four days in length with 20-30 participants. 

Health profession students attend the camps in 
groups of two to six. Their role is to learn through 
drumming, singing, canoeing, Longhouse cere¬ 
monies, talking with Elders, and interacting with the 
youth. In exchange for their camp experience, stu¬ 
dents have, at the request of the community, provid¬ 
ed different kinds of service. For example, students 
were initially asked to help with organizational 
aspects such as set-up and meal preparation, and pro¬ 
vide basic first aid. Over time students also were 
asked to facilitate discussion groups on health-relat¬ 
ed topics chosen by camp leaders and camp partici¬ 
pants such as nutrition, body image, hygiene and sex¬ 
ual health, and a modified version of a high school 
outreach program to teach adolescents how to devel¬ 
op independent and active relationships with health 
care providers (Towle, Godolphin, & Van 
Staalduinen, 2006b). The type of service students are 
called on to provide is determined by the community 
and based on each student participant’s knowledge 
and skills. Virtually no background training about the 
community, its customs, or culturally appropriate 
behaviour is provided prior to the camps. Although 
students bring with them a range of previous experi¬ 
ences with Aboriginal people, the intent is to place 
them in the role of an outsider or foreigner in the 
community. This facilitates a shift in power and con¬ 
trol of the teaching to the community. 

Participants and Recruitment 

Students are recruited through university email 
listservs. Camps were advertised as a learning oppor¬ 
tunity for medical and midwifery students in the first 
two years of the partnership and subsequently to stu¬ 
dents in other health profession programs. Criteria 
are that they must be a registered student in good 
standing in a healthcare-related discipline. Between 
2006 and 2009, 54 students participated (25 medi¬ 
cine, 7 nursing, 4 occupational therapy, 3 social work, 
3 phannacy, 3 pre-medicine, 2 midwifery, 2 dietetics, 
2 dentistry, 2 land & food systems, 1 psychology). 

Data Collection 

Semi-structured interviews were conducted using 
interview guides developed by the research team and 
recorded with participants’ consent. Community 
members and students were interviewed separately to 
allow disapproving comments about the students or 
camp experience. Students were interviewed by a 
member of the research team (Kline) or research 
assistant; most community interviews were conduct¬ 
ed by a research assistant at arm’s length from the 
research team. 


Aboriginal Community as Teacher 

Ten group interviews and 9 individual interviews 
for a total of 19 were done with 45 students and 3 
group and 2 individual interviews for a total of 5 
were done with 16 community members. Student 
interviews were 13-105 minutes (avg. 50). 
Community interviews were 17-107 minutes (avg. 
52). Forty-five students (83%) were available for 
interview within 2 months of the camps (see Table 
1). Thirty-nine students (69%) were at least half 
way through their academic program. Twelve were 
interviewed again 6-24 months after their camp 
experience to assess the long-term impact of the 
experience. Community interviews were usually 
coordinated by the camp organizers to coincide 
with scheduled debriefing sessions for staff at the 
end of each summer and included camp leaders and 
coordinators, youth workers, cultural leaders, and 
an Elder (see Table 1). The selection of these indi¬ 
viduals was determined by the camp organizers and 
by the available contract staff. We did individual 
interviews with two community members outside of 
the community-coordinated group interviews, but 
time and distance precluded interviewing all com¬ 
munity members involved in the camps. All com¬ 
munity interviews took place at a location chosen 
by the participants—often the agency’s office or 
local coffee shop. The purpose was to gather infor¬ 
mation about how they viewed the students and the 
partnership with the university. 

Interview guides were framed by open-ended trig¬ 
ger questions to invite participants to talk freely 
about what was important to them. Participants’ 
responses led to deeper exploration of their experi¬ 
ences. Questions asked of the students focused on 
what the students learned from and contributed to the 
camps. Examples were: “Tell me about your experi¬ 
ence at the camp.” “What did you learn?” “What sur¬ 
prised you?” and “What might you take away from 
the experience for your future role as a health profes¬ 
sional?” We also probed for students’ previous expe¬ 
rience with Aboriginal people. The questions were 
re-phrased in the long-term follow-up, e.g., “Tell me 
about a moment that has most stayed with you” and 
“How have you carried forward what you learned at 
the camp into what you’re doing now?” Community 
members were asked about their views on the stu¬ 
dents’ participation, for example: “How did the stu¬ 
dents’ presence affect the camps?” “In what ways did 
the students contribute to the camps?” and “What do 
you think the students learned?” We probed for neg¬ 
ative aspects of the students’ participation in the 
camps and did not receive any negative feedback. 

Data Analysis 

All interviews were transcribed verbatim. An inter¬ 
pretive thematic analysis was completed by the first 
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Table 1 


Study Participants 


Students or Community 

Informants and their Programs or Role 

Number of Initial Interviews 

Number of Follow-up 
Interviews (6-24 Months Later) 

Student academic program 

Female 

Male 

Female 

Male 

Medicine 

16 

5 

6 

2 

Nursing 

5 


1 


Occupational Therapy 

3 

1 


1 

Pharmacy 

1 

2 


1 

Pre-medicine 

2 

1 



Dietetics 

2 


1 


Dentistry 

1 

1 



Land & Food Systems 

1 

1 



Social Work 

1 




Midwifery 

1 




Psychology 


1 



Total students interviewed 

33 

12 

8 

4 

Community member role 





Cultural leader 

4 

4 



Camp leader 

0 

2 



Youth worker 

1 

2 



Camp coordinator 

2 

0 



Elder 

1 

0 



Total community members interviewed 

8 

8 




author (Kline), with assistance from the third author 
(Chhina) and two research assistants, using proce¬ 
dures for qualitatively-derived data (Auerback & 
Silverstein, 2003; Flick, 2002). A coding framework 
was developed from multiple readings of the tran¬ 
scripts to identify recurring ideas. Major themes were 
checked with several study participants (3 students, 3 
community members) and presented to the manage¬ 
ment team responsible for overseeing the community 
agency’s programs, including the camps. Member 
checking confirmed the data fit with the range of 
experiences they encountered. An auditable decision 
trail was maintained throughout the study and dis¬ 
cussed with other experienced Aboriginal health 
researchers and educators. 

We developed 26 codes in 5 categories: (a) 
Cultural Learning, (b) Learning about Self, (c) 
Communication, (d) Student Gifts to Community, 
and (e) Learning Process. Atlas.ti (Murh, 1997), was 
used to organize and manage coding. Long-term fol¬ 
low-up interviews were coded in the same way and 
rater discrepancies were discussed and jointly 
resolved. Codes were organized into the cultural 
safety process—a step-wise progression from cultur¬ 
al awareness (understanding that cultural differences 
exist) to cultural sensitivity (legitimizing difference 
through self-exploration) and cultural safety (safe 
service as defined by the patient) (Ramsden, 2002) to 
gauge the depth of the students’ learning and effec¬ 
tiveness of the intervention. Codes from the ‘Cultural 
Learning’ category, such as understanding cultural 
differences about family and community, were 


grouped under cultural awareness. Codes from the 
‘Learning about Self’ category, such as challenging 
stereotypes, were placed within ‘Cultural Sensitivity’ 
as they fit with the notion of legitimizing difference 
through self-reflective processes. 

For cultural safety, we used codes from the 
‘Communication’ and ‘Student Gifts to Community’ 
categories as proxy measures of students’ capacity to 
practice cultural safety because they were not yet in 
clinical practice with ‘real’ patients. The 
‘Communication’ category included codes with ref¬ 
erences to distrust of health professionals and how to 
build trust, the importance of listening and giving 
time when communicating. We took these as evi¬ 
dence for cultural safety because history-time-trust 
were themes identified by Aboriginal informants 
(Towle et al., 2006a). We triangulated the 
‘Communication’ codes with codes from the 
‘Student Gifts’ category which were about how stu¬ 
dents behaved at the camps that demonstrated a 
capacity to practice cultural safety, namely their 
desire to learn. Figure 1 illustrates the relationship 
between the codes, categories, and the cultural safety 
process. 

The ‘Learning Process’ category was separated 
from the cultural safety analysis because it was not 
about what students learned but about how they 
learned from the community, e.g., where and how the 
teachable moments occurred. Findings are organized 
by these two domains: learning outcomes and learn¬ 
ing process. 
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Results: Learning Outcomes 

We present students’ learning outcomes using the 
three steps of the cultural safety process (Ramsden, 
2002) in which students move from cultural aware¬ 
ness to sensitivity and ultimately to safety. Fillers 
such as “um”, “like”, and “you know” have been 
removed from quotations. 

Cultural Awareness 

One of the most pronounced areas of student learn¬ 
ing, which is consistent with the first step of the cul¬ 
tural safety process—developing cultural aware¬ 
ness—was identified by 45 students (100%; 216 
quotations). The most frequently coded cultural dif¬ 
ferences students learned about, identified by 30 stu¬ 
dents (67%; 68 quotations), were broader concepts of 
family and community: 

... that term family, the understanding that I had 
of it was very different because my family is the 
nuclear family ... Here everybody was calling 
each other aunty, uncle, this is my sister, this is 
my cousin, and at first we thought, ‘Oh every¬ 
one’s really related, tightly related by blood’ but 
actually it was either by marriage, by friendship. 

They were all connected into a family ... 
[Student A, 2nd year medicine] 

Twenty-six students (58%; 52 quotations) learned 
about the important role that connection of commu¬ 
nity and family through traditional culture has for 
well-being: “... we talked about forms of First 
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Nations medicine, what’s good medicine in terms of 
community and family and song and dance and tra¬ 
dition and the culture and the teachings from the 
Elders, all that was good, good medicine.” [Student 
B, 4th year medicine] 

Twenty-five students (56%; 41 quotations) learned 
about having and showing respect (for Elders, one 
another, themselves, and nature) and 28 students 
(62%; 30 quotations) learned about a different notion 
of time: 

.. .1 think it’s a big cultural tiling to see how things 
sort of progress and how time’s not really impor¬ 
tant during the camp. There was no, “you have to 
be here at this time,” “we have to eat at that time,” 
if we got talking to somebody who had stuff to 
say, we stayed there until they were finished say¬ 
ing it and then we went on to the next thing. 
[Student C, 2nd year occupational therapy] 

Cultural Sensitivity 

Forty-four students (98%; 140 quotations) gave 
numerous examples of being prompted to examine 
their own values, beliefs, and behaviours, i.e., legit¬ 
imize cultural differences through a process of self¬ 
exploration (Ramsden, 2002). Reflections most often 
fell into one of three themes: challenging stereotypes, 
professional practice, and interest in working with or 
learning more about Aboriginal people. 

Challenging stereotypes. The most frequently 
coded reflections were about stereotypes. Twenty- 
three students (51%; 36 quotations) noted positive 


Figure 1 

Relationship between the Process Leading to Cultural Safety and the Learning Outcomes Codes and Categories 


Process 
leading to 
Cultural 
Safety: 

Cultural awareness 

t 

► Cultural sensitivity ► Cultural safety 

t t 

Categories: 

Cultural learning 

t 

Learning about self 

\ 

Communication 

t 

Student gifts to 
community 

t 

Codes: 

Family/communityf 
Traditional health 
Respect 

Time (Indian time)* 
Cultural pride 

Stereotypes! 

Reflections on practice! 

Interest in Aboriginal 
community 
Reflections on self 
Spiritual/emotional 
experience 

Recognize community 
expertise! 

History (colonization) 
Trust 

Time (giving time)* 
Storytelling 
Listening 

Gift of self/desire to learn] 
Mentoring/role modeling 
Reciprocity] 
Human face to doctors 


Notes: Codes are listed in descending order of frequency within each category, based on initial student interviews. * = These are different codes, f = Most fre¬ 
quently used codes in the community interviews. % = Most frequently used codes in the long-term follow up student interviews. 
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images of the community in sharp contrast with the 
health disparities they had been taught or seen in 
health care settings and the media. This helped them 
to examine negative stereotypes. 

I think one of the major stereotypes that I had 
was the loss of family or having parents that 
weren’t responsible. That was one of the things 
that was always at the back of my mind and com¬ 
ing here we saw some really great people, peo¬ 
ple who were great parents, great role models ... 
[Student A, 2nd year medicine] 

Consistent with developing cultural sensitivity, 15 
students (33%; 22 quotations) demonstrated aware¬ 
ness of their own cultural norms: 


...and the whole concept of family kind of 
expanded my view on how you could find help 
within the community. It’s not just your parents 
that can help you or your grandparents. It’s the 
whole community that comes together and you 
have the big house, the smoke house and you 
have these big healing sessions where every¬ 
body’s involved in your care and I think that was 
very eye-opening cause I don’t see that in my 
culture ... [Student A, 2nd year, medicine] 

Professional practice. Twenty-four students (53%; 
31 quotations) reflected on how cultural differences 
and their attitudes may affect their professional prac¬ 
tice—a critical component of developing cultural 
sensitivity. 

... there was a lady that came and talked about 
family interactions and at the end as we were 
wrapping up she said to ask your children, 
“What is it that you need?” So I guess that just 
made me reflect that in the hospital I do try to do 
my best when caring for patients. I do their 
vitals, analyze their 02 stats, their meds, their 
heart beat, etc. But sometimes, and I ask always, 

‘Is there anything else you need?’... but I don’t 
really, now that I reflect, I don’t think I have 
given them the time to say what they really need 
or want from us health care professionals ... 
[Student D, 2nd year nursing] 


Interest in the Aboriginal community. Seventeen 
students (38%; 30 quotations) shared this student’s 
revelation: 


I think it sparked an interest to work with the 
Aboriginal community. I mean before it was an 
idea that I really wanted to pursue because I was 
just interested, but to have experienced first-hand 
the community and the culture, it really made me 
want to help and I’m keen and genuinely I really 
want to come back in some way informed. That 
was something I learned I want to do in the 
future. [Student A, 2nd year medicine] 


Cultural Safety 

Evidence that the camps are an education in cul¬ 
tural safety emerged in the descriptions of 18 stu¬ 
dents’ (40%; 26 quotations) learning about history, 
14 students’ (31%; 17 quotations) learning about 
time, and 12 students’ (27%; 19 quotations) learning 
about trust, as well as the community’s descriptions 
of the way students behaved and in the long-term fol¬ 
low-up interviews. 

History, time, and trust. Aboriginal people suggest 
that doctors need to understand the history of 
Aboriginal people and its effect on individuals and 
communities (Towle et al., 2006a). Students learned 
about the impact of colonization from Elders who 
shared their personal histories with residential 
schools that removed Aboriginal children from their 
families in an effort to assimilate them into White 
society. Through listening to Elders’ stories, students 
came to understand how these experiences interfere 
with their ability to establish trusting relationships in 
health care settings. 

.. .especially the Elders in the group that were in 
residential schools, they have a lot of issues with 
health care providers and a lot of trust issues. ... 

And so, I kind of learned a lot about the back¬ 
ground and about why there’s some distrust with 
medical professionals in general. [Student E, 4th 
year medicine] 

Trust is associated with “the doctor getting to 
know the patient as an individual and as a member of 
their community” (Towle et al. 2006a, p.344). The 
camp experience brought this association to students’ 
attention. 

.. .there were a few who didn’t really talk to us 
and perhaps seemed a little bit uncomfortable 
with us and it was nice to see that slowly 
improve over the days as we got to know them 
and I think as they got used to us as well and it 
made me very aware that you can’t just automat¬ 
ically assume that you’re going to have some¬ 
one’s trust or have someone’s respect right from 
the beginning and that those relationships have 
to be fostered.... [Student F, 2nd year medicine] 

Students described ways they might build trust by 
allowing the patient to “tell their full story” (Towle et 
al, 2006a, p.344). 

I felt there was a really big emphasis on telling 
stories and sharing and while it’s always empha¬ 
sized when dealing with patients ... I think it’s 
even more so for Aboriginal people to let them 
tell their, let them communicate their full story 
so that you understand fully where they’re com¬ 
ing from ... [Student G, 2nd year dentistry] 


10 


Aboriginal Community as Teacher 


The Community’s Perspective 

In the community’s view, students demonstrated an 
aptitude for cultural safety through their culturally- 
appropriate behaviour. The reciprocity, identified by 
10 community members (63%; 22 quotations), was 
particularly important. The students’ enthusiasm to 
“help where they could,” “get their hands dirty” and 
participate fully in camp life in exchange for their 
learning was consistent with the community’s ways 
of teaching and learning. 

... they just pitched in and helped with the drum 
making and they learned but they helped the 
instructor cause they sat in there and did the 
singing and drumming. And, when we did the 
bannock making they were right in there to help 
out and helped to set up the food and being a part 
of all of the whole process. [Elder] 

More importantly, the students’ desire to learn 
from the community showed a respect for cultural 
teachings that is an important skill for culturally-safe 
practice. Fourteen community members (88%; 22 
quotations) talked about the students’ eagerness to 
learn from them, and appreciated that, in some cases, 
this required taking initiative to seek out Elders and 
spend significant periods of time with them. 

... they would sit there for maybe hours some¬ 
times and just sitting there and talking with our 
Elders and learning ... like a sponge, they just 
soaked it all in ... that’s what we’re there for was 
to show them like thank you for showing us that 
you care enough to come here. [Camp Leader] 

The youth also noted that the students had a posi¬ 
tive impact on camps. During closing ceremonies of 
one of the camps, youth were asked how they liked 
having the students at the camp. Comments such as, 
“The students were nice, they understand you” and 
“The students were helpful, you could ask them any¬ 
thing” were common and suggest the students earned 
some degree of trust in the eyes of the young 
campers. At the closing ceremonies of all camps, 
youth are encouraged to honour someone who they 
connected with at the camps with a ceremonial blan¬ 
ket and other items. We estimate that the majority 
(perhaps 90%) of the students were recipients of 
these gifts. 

There was also evidence that the students are well 
on their way to being able to deliver culturally-safe 
care. A cultural leader at one of the camps expressed 
this. 

... they’re so outgoing and easygoing and they 
don’t seem like they carry themselves like, “Oh 
Em higher than you, I’m better than you.” They 
don’t seem like they judge. I don’t know what it 
is for doctors. I don’t know if they have this thing 


where they have to look like this certain person 
or they’re not allowed to be friends with their 
patients. I don’t know what their standards are 
but with them [the students] they could be your 
doctor and your friend, they would make you 
feel really comfortable. I would feel comfortable 
with going to them. [Cultural Leader] 

Long-Term Impact 

Students. In the follow-up interviews conducted 6- 
24 months after the camp experience, seven health 
profession students (58%) remembered learning 
about cultural differences related to family and com¬ 
munity (19 quotations) and hearing from Elders 
about residential school experiences (11 quotations). 
However, even more frequently, 11 students (92%; 42 
quotations) remembered positive attributes, 
strengths, and expertise of the community. Students 
recalled the resilience and talents they saw in the 
youth, the good role modeling of the camp leaders, 
the expertise of the Elders and cultural leaders, and 
the community’s good work to heal the past and 
move forward through reclaiming their culture. They 
noted how these assets gave them a more positive 
outlook on the Aboriginal community than they had 
acquired through their formal academic curriculum. 

.. .at med school you learn a lot about the hard¬ 
ships and the health inequalities and the strug¬ 
gles that a lot of communities have with things 
like suicide and addiction and diabetes and high 
blood pressure ... but you don’t learn a lot about 
the strengths and that’s where I think the camp 
was really valuable cause I got a chance to expe¬ 
rience the strengths of the community and chat 
with the Elders and see how the knowledge and 
the teaching is being still orally handed down 
from one generation to another in the camp set¬ 
ting and how positive and how supportive the 
environment was out there ... [Resident A 
(Student B), Family Medicine] 

Ten students (83%; 38 quotations) continued to 
find themselves challenged by the disconnect 
between the Aboriginal community they came to 
know during the camps and the understandings they 
had formed from health statistics, media, and treating 
patients. The disconnect encouraged students to 
reflect upon their preconceived notions about the 
Aboriginal community. 

... we’d like to think we don’t have prejudice and 
we don’t look at people of other groups and have 
these preformed notions, but I think what the 
camp made me face front-on is that even though 
I think I didn’t have prejudice there are kind of 
these automatic thoughts that you have when you 
think ‘Aboriginal person’ and I think that camp 
helped me kind of just find out what those initial 
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thoughts were ... [Student H, 3rd year medicine] 

The self-awareness demonstrated by this student is a 
critical part of developing cultural sensitivity within 
the cultural safety process. 

Eleven students (92%; 28 quotations) also 
remained keenly aware of the importance of building 
trust. They reported trying to do this in three main 
ways: telling patients about their experience in the 
community, giving time, and listening. They noted 
that telling patients about their camp experience was 
a quick, yet powerful, way to build trust. 

.. .having had that experience I think it just opens 
doors for a conversation of ‘Oh yeah I went...’ 
when you’re taking their blood pressure or what¬ 
ever you’re doing to mention something about 
that you made a First Nations drum or what 
beautiful music that was or something where 
you can just share that you were interested in 
them as a person ... builds that relationship with 
them. [Student I, 4th year medicine] 

It was also a way to tell the patient not to worry 
about being judged. 

I’ve told patients about the experience that I had 
and I think that helps them be a bit more com¬ 
fortable with me sometimes because they get the 
impression, ‘Oh this is somebody who is not 
antagonistic towards us, they’re somebody who’s 
excited about learning about my past.’ [Resident 
B, Family Medicine] 

Five students (42%) remembered the importance 
of listening (8 quotations) and giving time (16 quota¬ 
tions). This was admittedly more challenging to do in 
practice but the pay-off was significant. 

.. .the biggest thing is that whole time issue. So 
not feeling rushed when you’re with a patient, to 
sit down with them and not necessarily ask them 
about why they’ve come to see you right away 
but ask them about their life. Flow are they 
doing, where are they living, are they from this 
area, where is their family, to understand who 
they are in the context of their life before diving 
into the medical aspect. I think, cause once you 
can build that rapport then it’s a lot easier. I 
found that often times if I try to do it the regular 
way, I j ust go in and ask them, ‘ So what have you 
come in to see me for?’ it often doesn’t work 
cause I’m missing the bigger picture, bigger 
issues. [Resident C, Family Medicine] 

Eleven students (92%; 45 quotations) reported that 
they now had a better understanding of the barriers 
faced by Aboriginal people. One told how this helped 
in an encounter with an angry patient. 

... she sort of went on a rampage about how doc¬ 
tors never listen to her. She was really upset with 


me. She was swearing. She’d never even met me 
before. She was just saying that the medical sys¬ 
tem is terrible, no-one can help her, no-one’s real¬ 
ly listening to her. And my first reaction was frus¬ 
tration, obviously. I just wanted her to get out of 
the office. It’s totally inappropriate. But then 
what came to mind was that whole idea of this 
cultural barrier that this lady had already encoun¬ 
tered so many, probably, judgments with regard 
to her own health care that she hasn’t been able to 
get adequate health care and I think for me that’s 
probably directly related to the camp cause that’s 
what made me realize that there are a lot of 
Aboriginal people who have had encounters with 
health care that have been unhealthy ... so I had 
a chance to really just sit down with her and 
asked her what were her issues, what were her 
experiences with the health care system, and as a 
result you know she ended up coming back to me 
a couple of times and she was really upset when 
I left because she wanted me to be her family 
doctor. [Resident C, Family Medicine] 


This student’s reaction to give time (sit down with 
her) diffused the situation and resulted in the patient 
coming back. The patient wanting this student to be 
her family doctor suggests the student had success in 
creating a culturally-safe environment for the patient. 

Results: Learning Process 

The ways in which students developed cultural 
awareness, sensitivity, and safety came from spend¬ 
ing time in the community and getting to know com¬ 
munity members. In the initial interviews, 23 stu¬ 
dents’ (51%; 49 quotations) learning was rooted in 
their interactions with the youth and 16 students’ 
(36%; 24 quotations) learning in conversations with 
elders. In speaking about a mentorship interaction 
she had with a youth, a midwifery student said this: 

I think it kind of started right in that moment 
when she was asking questions about drugs or 
STDs or I'd say, ‘oh I do feel useful, I actually 
feel like I can contribute to her life and help her, 
empower her to make her own decisions,’ and I 
would like definitely to continue that with her, 
but also in my life I think, or as a midwife I can 
see sort of playing that role more with, I guess it 
sounds strange to say about Aboriginal people, 
but I think I do feel like you have a knowingness, 
when you've spent time with this family it's part 
of you and so when you meet somebody, a dif¬ 
ferent family, you kind of transmit that somehow 
I feel. [Student J, 1 st year midwifery] 


Twenty students (44%; 37 quotations) distin¬ 
guished the experiential learning environment of the 
camps as an important factor in their learning that 
could not be replicated in the classroom or clinic. For 
example, 
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...in school you learn about certain issues but 
you never ever learn about anything positive. 

You learn about the diabetes and problems with 
alcohol and drugs and I may learn about resi¬ 
dential schools a little bit, but you learn nothing 
about the culture in the sense of community and 
how amazing everyone is with each other within 
that community. I think we’re really used to see¬ 
ing in society, First Nations people as being kind 
of the odd ones out, you never ever see a whole 
community of them. They’re the ones that stand 
out, usually in negative ways, in broader society 
and they’re stereotyped in negative ways and it 
was incredible to be there where we were the odd 
ones out. And to imagine what that feels like to 
say a girl who’s growing up as a First Nations 
woman, what that must be like .. .it really makes 
you feel that. [Student K, 2nd year nursing] 

Similarly, a medical student said this: 

For me I’ve always seen people from the 
Aboriginal community either in the hospital or 
clinical setting, so they’re kind of entering your 
setting and they’re not comfortable in it. So it was 
really nice to be able to become the visitor and 
visit them in their setting and see how the culture 
is, again that strong sense of community really 
spoke out to me... [Student L, 2nd year medicine] 

Although there were no overall negative comments 
about the camps, 16 students (36%; 19 quotations) 
described initial feelings of discomfort that faded as 
they began to make sense of cultural differences. For 
example, 

'Vou're not in the hospital and you're not in a doc¬ 
tor's office, you're in a Long Flouse so you're not 
on your turf, you're on their turf and that was real¬ 
ly important and there's actually a really, you feel 
different, like you walk in out of this hot sunny 
day into a cool Long Flouse and actually there 
were fires because it was so cold inside the Long 
Flouse because it was so dark and that was just, 
wow, and we would, one of the days we basically 
spent the whole day inside this Long House and 
people were talking and actually, one of the, I 
think the biggest thing I learned was the way that 
they teach, the way that they tell, they use story¬ 
telling to teach .. .and that was actually really frus¬ 
trating for me for the first couple days. I was like, 

‘oh my gosh, I know there's a point to this, just get 
to it.’ {Laughing} But then I realized there's a lot 
to be said for having this, like it's an amazing skill 
to be able to have a story that just meanders all 
over the place before getting to sort of the point, 
but really the point is actually all that stuff that 
they touched upon ... it was just really a different 
land of pace of doing things and it helped me 
understand why sometimes if you're having a clin¬ 
ical interaction maybe it happens in a different 
way... [Resident D, Community Medicine] 


Aboriginal Community as Teacher 

We also asked students what they wanted to learn 
more about but didn’t at the camp. Ten students 
(22%; 10 Quotations) identified the community’s 
history, 8 (18%; 8 quotations) identified traditional 
medicine/healing, and 3 (7%; 3 quotations) identi¬ 
fied health care delivery on reservations. 

In the follow-up interviews, 10 students (83%; 22 
quotations) referenced the connections they made 
with the youth and 8 students (68%; 15 quotations) 
referenced the conversations they remembered with 
elders. However, the juxtaposition of the experiential 
learning environment of the community with their 
formal curricula was far more salient, with all 12 stu¬ 
dents (100%; 53 quotations) mentioning this. The 
experiential nature of the learning process left a last¬ 
ing impression because of how different it was from 
other ways they learn about Aboriginal health. Living 
in the community, just for a few days, gave them a 
glimpse of the individuals and contexts behind the 
problems that enhanced their understanding. 

... when you’re learning about any population 
you’re prone to make generalizations about the 
population. Because my learning prior to that 
experience had primarily been through these 
generalized concepts or statistics, it was easier 
to, when I met an Aboriginal patient, not neces¬ 
sarily assume, but sort of leave it to likelihood 
that certain things would be higher and maybe 
anticipate those things, and to the point of mak¬ 
ing generalizations where the experience 
changed my perception in that I knew more so 
that I couldn’t do that, that each person’s story 
was unique ... [Resident B, Family Medicine] 

Community Benefits 

From our experience working with the community 
to develop and implement these learning opportuni¬ 
ties for students, we have witnessed a transformation 
in community members’ thinking about their role and 
recognition of their own capacity to teach health pro¬ 
fession students. In the making of an informational 
video about the project, one community partner 
reflected on her impressions from the first meeting 
about the project and the opportunities it led her to 
see in her community for correcting misperceptions. 

...when we met with [the project leaders from 
the University] it became really clear what they 
were looking for and I think what they were real¬ 
ly looking for was building knowledge for their 
students who wanted to become doctors and 
when I thought of that concept I thought you 
know, that’s probably not a bad idea because I 
think that the First Nations people have so much 
to give in terms of cultural knowledge and expe¬ 
rience and letting people know who we are 
because there is this misnomer out there about 
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who we are and what we are. And this was a time 
for us to showcase that, and to allow us to show 
other people, especially professionals, who we 
are. [Former Program Supervisor] 

Another said this about the partnership: 

One of the neat concepts [of the partnership with 
the university] was the concept of the communi¬ 
ty as teacher which I think is unbelievably bene¬ 
ficial. It’s actually served to help us in our work 
to secure funding for some of our programs 
because this concept of community as teacher 
helps us push forward to making sure we are 
community-driven as an agency. ... I also think 
it works well for our camps for really empower¬ 
ing our kids to know their own culture. It’s one 
thing to go to camp and to live your own culture, 
it’s another thing to be explaining it to folks that 
have no idea why they’re doing it. So I think it 
really helps the kids that we have coming to 
camp to realize their own knowledge when it 
comes to their culture and where they’re at and 
how they’ve come to tenns with living in that 
dual world of Aboriginal culture and modern 
society. [Camp Coordinator] 

Our community partners further reported that they 
have observed a benefit to their camp participants 
deriving from the opportunity to educate university 
students. For example, 

Another way that our camp participants have 
benefitted is in the area of self-esteem. While 
helping to educate the UBC students in various 
aspects of Aboriginal culture and community, 
the camp participants gain self-awareness not 
only of how much knowledge they actually have, 
but also a sense of pride in their culture and com¬ 
munity. [Camp Coordinator] 

A sense of pride in being able to teach students was 
also conveyed by a cultural leader in a community 
interview. 

It was kind of cool for me to see such interest in 
our culture. ...she [a nursing student] asked me 
about the drum...and about different songs that 
we sing and it was really cool for me cause that’s 
my specialty in culture is singing and the songs 
and the drum, so I was just kind of really excit¬ 
ed about that... [Cultural Leader] 

Discussion and Conclusions 

Our findings suggest that cultural safety can be 
learned from brief immersion with the Aboriginal 
community as the teacher. Students’ descriptions of 
what they learned demonstrate enhanced cultural 
awareness and sensitivity. Students’ ability to con¬ 
ceptualize how they might overcome communication 


barriers in practice to build trust, as well as the com¬ 
munity’s description of the students’ behaviour at the 
camps, show that the former developed a capacity to 
practice culturally-safe care. Long-term follow-up 
suggested students came to appreciate the expertise 
that exists within the community, which enhanced 
their understanding of Aboriginal health and helped 
them practice cultural safety. Self-awareness, gener¬ 
ated by positive images from immersion in the com¬ 
munity, prevailed in the long-term more than aware¬ 
ness of cultural differences, which was prevalent in 
initial interviews. Self-awareness was brought about 
by the questioning of stereotypes and assumptions 
and was carried into practice. 

That students learned about cultural differences in 
the values attached to time, family, and community is 
not surprising. What is surprising is the depth to 
which students engaged in critical self-reflections, 
also referred to as cultural humility (Tervalon & 
Murray-Garcia, 1998), that resulted in increased 
awareness of their own attitudes and sensitivity to 
other worldviews. Although these outcomes have 
been demonstrated in other immersion programs, the 
immersion times were longer (1-6 weeks vs. 3-4 days 
living in the community) and part of credit-based 
elective (Ekelman et al., 2003; Kavanagh, 1998) and 
curricular (Dowell et al., 2001) coursework. We 
found the same educational benefits with brief, extra¬ 
curricular, immersion. 

The experiential nature of the camps is a marked 
departure from formal academic curricula. Most 
Aboriginal health curriculum in Canadian medical 
programs is delivered through lectures or problem- 
based cases (Spencer, Young, Williams, Yan, & 
Horsfall, 2005). In the community as teacher model, 
the service provided by students is determined by the 
community and is secondary to their role as learners. 
Although the services that students have been called 
on to provide have become more health-related as the 
community has recognized the expertise of students 
that fits well with the needs and goals of the camps, 
the learning environment is relatively free of respon¬ 
sibilities for providing service ( other than facilitating 
health discussions at the request of the coordina¬ 
tors/attendees), delivering patient care (other than 
offering basic first aid when needed), or acquiring 
other competencies and without the pressures of 
reporting to a preceptor. Through their participation, 
the students became part of the community and in so 
doing learned about Aboriginal culture. Students 
reported feeling surprised at how open and inclusive 
the community was toward them. This inclusivity 
likely contributed to the respectful way students saw 
their community teachers and valued their teachings. 

The community as teacher model addresses some 
of the shortcomings of formal academic cultural 
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competence training which has been criticized for 
being abstract, theoretical, and simplifying the com¬ 
plexities of culture to narrowly-defined knowledge, 
skills, and attitudes that reinforce stereotypes by 
encouraging students to see “others” as deviant 
(Beagan, 2003; Kumas-Tan, Beagan, Loppie, 
MacLeod, & Frank, 2007; Tervalon & Murray- 
Garcia, 1998). Such approaches tend to focus on 
deficiencies that overshadow community strengths 
and expertise, and undermine cultural safety. We 
found that the experiential nature of the community 
as teacher called into question stereotypes conveyed 
by formal curricula. 

The program is also an example of successful ser¬ 
vice-learning where the focus of students is not to 
take action for the community partner. Similar to 
Steinman’s (2011) experience in collaborations with 
the Makah and Ohlone peoples, our community part¬ 
ners placed greater value on the students just “being” 
there over taking action. They saw the program as an 
opportunity for cross-cultural sharing—university 
students learning about Aboriginal culture and camp 
participants learning about the possibilities of post¬ 
secondary education and developing better relation¬ 
ships with health care professionals. Partnership with 
a large post-secondary institution validates the work 
of the Aboriginal child and family services agency in 
the community and the opportunity to educate uni¬ 
versity students enhances the camp participants’ 
sense of pride in their culture and community. 

To this end, the model begins to address the 
unequal distribution of power inherent in service¬ 
learning for which the pedagogy has been criticized 
(Bortolin, 2011; Mitchell, 2008). The community as 
teacher approach led us to co-create, with a commu¬ 
nity partner, a shared learning experience about the 
expertise that the community can bring to the univer¬ 
sity, not only the expertise the university brings to the 
community. It is one approach to developing “deep¬ 
er” community-university relationships where “reci¬ 
procity, community voice in service-learning design 
and co-defined outcomes” (Steinman, 2011, p. 8) are 
possible. On the continuum of community engage¬ 
ment proposed by the Centres for Disease Control 
and Prevention (CDC, 2011, p. 8), our model moves 
well beyond outreach and service toward an 
increased level of community engagement character¬ 
ized by a bidirectional relationship with shared lead¬ 
ership and mutual trust that recognizes the unique 
community strengths and expertise. 

Our model allows students to see the community 
as an authority on its members’ unique strengths, 
needs, and challenges. It engages students in self¬ 
exploration and adds a degree of authenticity often 
lacking in academic cultural competency training. 
The authenticity of the community as teacher may 
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explain how such significant learning could occur 
during a brief 3-4 day immersion. The community 
provided the learning content and context that gave 
students insights into their historical, socioeconomic, 
and geographic lived realities, just as argued by 
Gregg and Saha (2006) for effective cross-cultural 
education. 

Although the program had positive learning out¬ 
comes and was a welcomed connection with the uni¬ 
versity, it also had limitations. It is difficult to reach 
a large number of students and make it part of formal 
academic curricula because increasing the number of 
students would jeopardize the immersive nature of 
the experience and burden the community. That there 
were no negative student learning outcomes or nega¬ 
tive community reports suggests that the voluntary 
nature of the intervention may attract students who 
are inherently self-reflective and/or learn effectively 
from cultural immersion, and/or who have an interest 
in learning about other cultures or Aboriginal cul¬ 
tures in particular. Similar learning outcomes may 
not be achieved with all learners. Students who are 
comfortable with other cultural groups may be most 
likely to participate and those less culturally compe¬ 
tent may be least likely to participate. Although we 
do not know the students’ level of comfort with cul¬ 
tural diversity prior to the camps, when probed, even 
the most experienced students characterized their 
past interactions with Aboriginal peoples as limited. 
We would argue that the program attracts students 
who would benefit most (those considering career 
paths in which they may work with Aboriginal 
patients) as indicated by 17 (38%) of the students 
interviewed. 

Not all students benefited equally from the pro¬ 
gram. Although all student interviewees noted learn¬ 
ing within the ‘Cultural Learning’ category (cultural 
awareness), one student did not describe any reflec¬ 
tions that met the criteria for the ‘Learning about 
Self’ code category (cultural sensitivity) and three 
students did not report learning coded within the 
‘Communication’ code category (cultural safety). 
However, follow-up interviews suggest that students 
continue to process their learning when they 
encounter new experiences as evidenced by the way 
they contextualized the positive attributes they wit¬ 
nessed in the community as assets. 

The research also had limitations. In reflecting on 
the research process, the community could have been 
more involved in the research design. While our 
community partners selected who took part in the 
community interviews, reviewed an early draft of the 
manuscript, and confirmed the presentation and 
interpretation of the findings, they were not involved 
in the study design or analysis. Had time and distance 
permitted, a participatory research design could have 
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been used to fully involve the community in the 
research process. 

Nonetheless, the outcomes of the research have 
been shared with the community. We produced a 
poster of quotations from the student interviews 
which hangs in the agency’s office and, at the request 
of our community partners, the results of the research 
were presented to regional managers at an annual 
gathering in which they were seeking continued sup¬ 
port for their programs. Our community partners 
report that they have begun to use cultural safety to 
guide their own practice. 

Although the community as teacher model shows 
promise in teaching students important skills and 
attitudes, it remains to be seen if it is generalizable to 
other Aboriginal communities or patient groups. A 
key ingredient, as demonstrated in this study, is to 
remove students from their familiar settings so they 
can interact with the community on the latter’s turf 
and terms. Students’ immersion in the community as 
learners (not service providers) helped the communi¬ 
ty assume the role of teacher and created a favourable 
learning environment for cultural safety. The ways in 
which students contributed were guided by the com¬ 
munity and remained within the scope of regular 
camp activities. Participating alongside community 
members in existing community activities allowed 
students to set aside their professional identities and 
provided opportunities to examine their own values, 
beliefs, and biases. Placing students in roles other 
than learners could undermine community expertise 
and interfere with learning. The model also presents 
an opportunity for interprofessional learning, noted 
by 22 (49%; 30 quotations) students in the inter¬ 
views, as students came from a range of health and 
human service programs at different stages in their 
education (pre-med to residency). This also suggests 
the model may be effective irrespective of profes¬ 
sional orientation and level in professional school. 

We conclude that brief immersion with the com¬ 
munity as active teacher is an effective model for 
teaching cultural safety in the Aboriginal community. 
By spending time in the community as learners, stu¬ 
dents not only become aware of cultural differences 
but gain self-awareness and sensitivity to other world¬ 
views that enables them to practice cultural safety. 
Such community-university partnerships enable com¬ 
munities to contribute to shaping their future health 
care providers to better meet their needs. 
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for their guidance, support, and making it happen; Dr. 
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Sorial for their assistance with data collection and analysis; 
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1 Throughout the paper “students” is used to describe 
University of British Columbia students enrolled in any 
health profession program (e.g. medicine, nursing, occu¬ 
pational therapy, pharmacy, dentistry, social work, mid¬ 
wifery, etc.). 

References 

Auerbach, C. F., & Silverstein, L. B. (2003). Qualitative 
data: An introduction to coding and analysis. New York: 
New York University Press. 

Beagan, B. L. (2003). Teaching social and cultural aware¬ 
ness to medical students: "It's all very nice to talk about 
it in theory, but ultimately it makes no difference." 
Academic Medicine, 78(6), 605-614. 

Bortolin, K. (2011). Serving ourselves: How the discourse 
on community engagement privileges the university over 
the community. Michigan Journal of Community 
Service Learning, 7S(1), 49-58. 

Centres for Disease Control and Prevention. (2011, June). 
Principles of community engagement (2nd ed). Atlanta 
(GA): CDC/ASTDR Clinical and Translational Science 
Awards Community Engagement Key Function 
Committee Task Force on the Principles of Community 
Engagement. Retrieved from http://www.atsdr.cdc.gov/ 
communityengagement/pdf/PCE_Report_508_FINAL.pdf 

Dowell, A., Crampton, P., & Parkin, C. (2001). The first 
sunrise: An experience of cultural immersion and com¬ 
munity health needs assessment by undergraduate med¬ 
ical students in New Zealand. Medical Education, 35(3), 
242-249. 

Ekelman, B., Bello-Haas, V D.. Bazyk, J„ & Bazyk, S. 
(2003). Developing cultural competence in occupational 
therapy and physical therapy education: A field immer¬ 
sion approach. Journal of Allied Health, 32(2), 131-137. 

Elliott, C. & de Leeuw, S. (2009). Our Aboriginal relations: 
When family doctors and Aboriginal patients meet. 
Canadian Family Physician, 55, 443-444. 

Flick, U. (2002). An introduction to qualitative research 
(2nd ed.). London: Sage. 

Gregg, J., & Saha, S. (2006). Losing culture on the way to 
competence: The use and misuse of culture in medical 
education. Academic Medicine, 81(6), 542-547. 
doi: 10.1097/01. ACM.0000225218.15207.30 

IPAC-AFMC. (2009). First Nations, Inuit, Metis health 
core competencies: A curriculum framework for under¬ 
graduate medical education. Accessed at http://www. 
afmc.ca/pdf/CoreCompetenciesEng.pdf 2 February 2012. 

Kavanagh, K. H. (1998). Summers of no return: 
Transforming care through a nursing field school. 
Journal of Nursing Education, 37(2), 71-79. 


16 


Kelly, L. & Brown, J. B. (2002). Listening to Native 
patients: Changes in physicians’ understanding and 
behavior. Canadian Family Physician, 48, 1645-1652. 

Kumas-Tan, Z., Beagan, B., Loppie, C., MacLeod, A., & 
Frank, B. (2007). Measures of cultural competence: 
Examining hidden assumptions. Academic Medicine, 
82(6), 548-557. doi:10.1097/ACM.0b013e3180555a2d 

Larson, B., Herx, L., Williamson, T., & Crowshoe, L. 
(2011). Beyond the barriers: Family medicine residents’ 
attitudes towards providing Aboriginal health care. 
Medical Education, 45(4), 400-406. 

Mitchell, T. (2008). Traditional vs. critical service-learning: 
Engaging the literature to differentiate two models. 
Michigan Journal of Community Service Learning, 
14(2), 50-65. 

Muhr, T. (1997). Atlas.ti The Knowledge Workbench (WIN 
4.2 ed). Berlin: Scientific Software Development. 

Papps, E. (2005). Cultural safety: Daring to be different. In 
D. Wepa (Ed.), Cultural safety in Aotearoa New Zealand 
(pp. 20-28). Auckland, N.Z.: Pearson Education New 
Zealand. 

Papps, E., & Ramsden, I. (1996). Cultural safety in nurs¬ 
ing: The New Zealand experience. International Journal 
for Quality in Health Care, 8(5), 491-497. 

Ramsden, I. M. (2002). Cultural safety and nursing educa¬ 
tion in Aotearoa and Te Waipounamu. (Unpublished doc¬ 
toral dissertation). Victoria University of Wellington, 
New Zealand. 

Spencer, A., Young, T., Williams, S., Yan, D., & Horsfall, S. 
(2005). Survey on Aboriginal issues within Canadian 
medical programmes. Medical Education, 39(1 1), 1101- 
1109. doi: 10.1111/j. 1365-2929.2005.02316.x 

Steinman, E. (2011). “Making space”: Lessons from col¬ 
laborations with tribal nations. Michigan Journal of 
Community Service Learning, 18(1), 5-18. 

Tervalon, M., & Murray-Garcia, J. (1998). Cultural humil¬ 
ity versus cultural competence: A critical distinction in 
defining physician training outcomes in multicultural 
education. Journal of Health Care for the Poor and 
Underserved, 9(2), 117-125. 

Towle, A., Godolphin, W., & Alexander, T. (2006a). 
Doctor-patient communications in the Aboriginal com¬ 
munity: Towards the development of educational pro¬ 
grams. Patient Education and Counseling, 62(3), 340- 
346. doi:10.1016/j.pec.2006.06.006 

Towle, A., Godolphin, W., & Van Staalduinen, S. (2006b). 
Enhancing the relationship and improving communica¬ 
tion between adolescents and their health care providers: 
A school based intervention by medical students. Patient 
Education and Counseling, 62(2), 189-192. doi: 10. 
1016/j.pec.2005.07.007 

Wepa, D. (2005). The foundations of cultural safety. In D. 
Wepa (Ed.), Cultural safety in Aotearoa New Zealand 
(pp. 30-38). Auckland, N.Z.: Pearson Education New 
Zealand. 


Aboriginal Community as Teacher 

Xyolhemeylh Health and Family Services. (2009). 
Xyolhemeylh health and family services summer camps 
orientation handbook. Unpublished manuscript. Fraser 
Valley Aboriginal Children and Family Services Society, 
#1-7201 Vedder Raod, Chilliwack, BC, V2R 4G5. 

Authors 

CATHY KLINE (cckline@mail.ubc.ca) is the 
research coordinator for the UBC Division of Health 
Care Communication where she manages multiple 
research and development projects that aim to improve 
patient/client involvement in health care decision¬ 
making. Her research interests include health profes¬ 
sions education, community engagement, communi¬ 
cation, and intercultural understanding. 

WILLIAM GODOLPHIN (wgod@mail.ubc.ca) is 
co-director of UBC Division of Health Care Com¬ 
munication. He has been a teacher and researcher for 
many years, with projects and publications ranging 
across lipoproteins, breast cancer prognostic factors, 
clinical laboratory toxicology, laboratory automa¬ 
tion, and medical education. He is professor emeritus 
in the Department of Pathology & Laboratory 
Medicine. 

GAGUN CHHINA (gagunchhina@yahoo.ca) is a 
PhD candidate in Sociology at the University of 
Manchester, UK. His research interests are in the 
field of health care, racism, ethnicity, globalization, 
and technology. Gagun is currently conducting 
research on how cultural tastes and practices may be 
affected in different cultural contexts. Previously, he 
worked as a research coordinator with the UBC 
Division of Health Care Communication. 

ANGELA TOWLE (angela.towle@ubc.ca) is the 
co-founder, with William Godolphin, of the Division 
of Health Care Communication (http://www.chd.ubc. 
ca/dhcc/) and is its co-director. Angela is also an 
associate professor in the Department of Medicine, 
senior scholar in the Centre for Health Education 
Scholarship, and academic director for the UBC 
Learning Exchange in Vancouver’s Downtown 
Eastside. Between 2002 and 2010 she was the asso¬ 
ciate dean, MD Undergraduate Education in the 
Faculty of Medicine. 


17 


